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Attachment  

AS  TO  

2.6-A,  

DEI RTIAENT OF HEEHEALTH AND HUMAN SERVICES 
HEA,V CAREFINANCING ADMINISTRATION 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: 	 REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

FORM APPROVED
OMB NO. 0938-0193 

1.  TRANSMITTALNUMBER: (2. STATE: 

9 3 - 1  9 Vermont 


3. 	 PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

7/1/93 and 10/1/93 


STATE BE NEW0NEW PLAN 0 AMENDMENTCONSIDEREDPLAN a AMENDMENT 

COMPLETE BLOCKS6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment) 
6. FEDERAL STATUTE/REGULATIONCITATION: 7. FEDERAL BUDGET IMPACT: 

a. FFY 94 $ 2 8 8 . 5 9 842 CFR 435.914 and 1903(f) b. FFY $ 

8. 	PAGE NUMBEROF THE PLAN SECTIONOR ATTACHMENT: 9. PAGE NUMBEROF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable): 

Pg. 24 (93-19) Attachment 2.6-A, Pg. 24 (91-12) 
S u p p l .  1 to Attachment 2.6-A, Pg. 9 (93-19) S u p p l .  1 t o  Attachment 2.6-A, 

Pg. 9 (92-15) 


I 
10. SUBJECTOF AMENDMENT: 

Change in termination date and minorchanges in MNILs for some households of 6,8,9 and 10 
based on AFDC changes. 


11. GOVERNOR’S REVIEW(Check One): 

&ERNOR’S OFFICE REPORTED NO COMMENT&!Y 
0COMMENTS OF GOVERNORS OFFICE ENCLOSED 
0NO REPLY RECEIVED WITHIN45 DAYS OF SUBMITTAL 
, 

1- NAME: 

Co-an 
14. TITLE: 

0OTHER, AS SPECIFIED: 

16. RETURN TO: 

Debbie Mercy 

Planning & Evaluation 

Department of Social Welfare 

103 South Main Street 


ISecretary, Agency of Human Services Waterbury, Vermont 05671-1201 

15. DATE SUBMITTED: 



REVISION HCFA-PM-91-4 ATTACHMENT 2.6-A 
August 1991 Page 24

OM13N0.:0938-
SSTATE Vermont 

Citation Condition or Requirement 

42CFR 4 435.914 11I Effective Date ofEliability 

a. Groups Other Than Qualified MEDICAREBENEFICIARIES 

(1) For the prospective period. 

Coverage is available for the full month if the u 

followin individuals are eligible at any time during

themona. 

cX- AGED blind, disabled. 
-X- AFDC-related. 

Coverage is AVAILABLE only for thc period during the 
month ior which thc following individuals meet thc 
eligibility REQUIREMENTS 

A AGED blind, disablcd. 
Af DC-related. 

(2),  For the retroactive PERIOD 
COVERAGE is available for three months before ttlc date 
of APPLICATIONif the followin individuals would have 
been ELIGIBLEhad thcy APPLIEDz: 

blind, disabled. 
DC-related. 

COVERAGE is available beginning the first day of the 
third month before the date of application if the 
following individuals would have bccn ELIGIBLE at any
TIMEdurlng that month, had they APPLIED 

X A AGEDblind, disabled.1x1 A k - r e l a t e d .  

TNNo. 93-19 

SUPERSEDES SUPERSEDES Approval Date G 6 4 6 -Q/ Effective DATE 7/1/93

1‘rsNo. 91-12 




HCFA-PM-91-4 ( BPD 1 SUPPLEMENT 1 TOREVISION ATTACHMENT 2 . 6 - A  
AUGUST Page 9

OM0 No.: 0 9 3 8 -

STATE PLANUNDER TITLE XIX OF THE SOCIAL SECURITY ACT 


State: 


D. MEDICALLYNEEDY 


( I ]  ( 2 )  
Family Net income level 
Size protected for 

maintenancefor 
1 months 

-
only L y /  urban 

-L/urban h rural 

Vermont -

INCOME LEVELS (Continued) 

( 3 )  ( 4 )  ( 5 )  
Amount by which 

Column (2) 
Net income level 

for persons 
Amount by which 

Column(4) 
exceedslimits 
specified in 

living in 
rural areas for 

exceeds1 LIMITS LIMITS 
specified in 

42 CFR 
435.10071/ 

] months 42 CFR 
435.1007l' 

-LO-. -A_- 1641 2 0 
�or  each 
addi­
tional 
person, 
-_add : S O B .  -. . f 

J2fiN.-%..fI___ 

s '(]Kc--.-. .___ 

-
1 /  The agency has methods for excluding from its claim for FFP 
payments made on behalf of individuals whose income exceeds 
these limits. 


